One thousand male workers of a Greek firm underwent multiphasic health screening in a private clinic in Athens. Among the apparently healthy workers, four had electrocardiographic evidence of complete and 53 of incomplete RBBB. Incomplete block was defined as a QRS configuration not exceeding 0-11 seconds and consisting of a rSr or rsR in V1 with or without associated s or S waves in the standard leads I, II, III, and aVF (Moore, Boineau, and Patterson, 1971) . The four cases of complete block were excluded from the analysis. The age of the subjects with incomplete block ranged between 22 and 59 years (mean = 34-9) .
For each subject with incomplete RBBB a control subject with normal electrocardiograms was selected from the same roster, matched for age (± one year). (Armitage, 1971 VC1 and VC2 = mean vital capacity for subjects and controls respectively.
Hl and H2 = mean height for subjects and controls respectively. b = common regression coefficient of regression lines.
than age-matched control subjects. It is conceivable that this relationship is also true for the functional form of complete RBBB. The difference in average vital capacity between cases and controls is not entirely explicable in terms of the existing difference in average height. Indeed the opposite may be true-that the relationship between height and incomplete RBBB, if in fact it exists, is mediated through the well-known relationship between height and vital capacity (Smith and Kory, 1965) .
The link between vital capacity and RBBB (complete or incomplete) is not immediately obvious. It may be that a constitutional factor is independently related to both the studied conditions. Or, perhaps the vital capacity influences the vagal tone and therefore indirectly the intraventricular conduction. Lastly, it may be that individuals with greater vital capacity are persons at higher risk for thoracic blows, which are considered to be a possible cause of benign varieties of bundle branch block (Smith et al., 1970) . 
